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INTRODUCTION:  Tailgut  cysts  or retrorectal  cystic  hamartomas  are  rare  developmental  anomalies  that
are  believed  to arise  from  the  embryonic  hindgut.
PRESENTATION OF CASE:  9  months  old  male infant  was  presented  with  swelling  in the  right  gluteal  region.
MRI  lumbo-sacral  spine  showed  well  deﬁned  round  to  oval  lesion  which  is  brightly  hypertense  on  T2W1
and  hypotense  on  T1W1  posterior  to  sacrum  and  coccyx  with  no  evidence  of connection  to the  thecal  sac
indicating  cyst.  Complete  excision  of the  cyst  was  done.  Histopathology  report  shows  cyst  wall  partially
lined  with  stratiﬁed  squamous  epithelium  and  cyst wall  shows  spaces  lined  by  cuboidal  epithelium  and
nerve  bundles  with  no  evidence  of  malignancy  suggestive  of  tailgut  cyst.
DISCUSSION: Tailgut  cysts  are rare  congenital  anomalies.  Most  commonly  located  in the  retrorectal  space.
They  are  thought  to be  derived  from  the  remnants  of the embryonic  hindgut.  Age ranges  from  4  to 73
years  but  an  average  presentation  is at 35  years.  Female  to  male  ratio  is  3:1.  MRI  is  a good  diagnostic
tool  for  diagnosis  of tailgut  cyst.  Complete  surgical  excision  is the  treatment  of  choice  as  this  provides  a
deﬁnite  diagnosis  and  prevents  possible  complications  such  as  infection,  ﬁstula  formation  and  malignant
degeneration.
CONCLUSION:  The  aim  of presenting  this  case  is  its  rarity.  Complete  surgical  excision  is  the  treatment  of
choice.  Preoperative  imaging  with  MRI  is  essential  to  plan  the  most  appropriate  surgical  approach.
gical © 2012 Sur
. Introduction
Tailgut cysts are rare congenital anomalies. Most commonly
ocated in the retrorectal space. They are thought to be derived
rom the remnants of the embryonic hindgut (postanal gut). Age
anges from 4 to 73 years but an average presentation is at 35 years
ith 3:1 female to male ratio. MRI  is a good diagnostic tool for diag-
osis of tailgut cyst. Complete surgical excision is the treatment of
hoice for tailgut cyst as this provides a deﬁnite diagnosis to rule out
alignancy and prevents possible complications such as infection,
stula formation and malignant degeneration.
. Case report
9  months old male infant was presented with swelling in the
ight gluteal region since 6 months. It was a full term normal baby
ith birth weight of 2.5 kg. Clinical examination showed well nour-shed baby, vitally stable. Local examination showed a swelling
n the right gluteal region 5 cm × 3 cm.  On digital rectal examina-
ion no mass was  palpable. Other systems were essentially normal.
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Laboratory investigations were within normal limits. X-ray lum-
bosacral spine did not show any abnormality. Ultrasonography
showed 4.5 cm × 2.5 cm × 0.5 cm unilocular hypoechoic lesion pos-
terior to sacrum and coccyx. MRI  lumbo-sacral spine showed well
deﬁned round to oval lesion which is brightly hypertense on T2W1
and hypotense on T1W1 posterior to sacrum and coccyx with no
evidence of connection to the thecal sac indicating cyst. Com-
plete excision was done through posterior approach up to coccyx.
Histopathology report shows cyst wall partially lined with strati-
ﬁed squamous epithelium and wall shows spaces lined by cuboidal
epithelium and nerve bundles with no evidence of malignancy sug-
gestive of tailgut cyst. Broad spectrum antibiotics were given and
careful monitoring of vital organs was done. His post operative
period was uneventful. He was discharged after 15 days. Patient
was followed on Out Patient Department basis without any com-
plications post operatively.
3.  Discussion
Tailgut cysts are rare congenital lesions that almost invariably
Open access under CC BY-NC-ND license.occur in retrorectal space but can also occur in prerectal1 and
perirenal locations.2 The differential diagnosis can be classiﬁed as
congenital, neurogenic, osseous, miscellaneous and inﬂammatory.
Excluding the inﬂammatory processes, congenital lesions account
NC-ND license.
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sFig. 1. MRI  lumbo-sacral spine showing well deﬁned hypote
or approximately two-thirds of retrorectal lesions.3 These include
evelopmental cysts, chordomas, and anterior sacral meningo-
eles. Developmental cysts can further be divided according to
heir origin and histopathological features into tailgut cysts, enteric
uplication cysts, dermoid cysts, epidermoid cysts, and teratomas.
Embryologically, tailgut cysts are believed to arise from vesti-
ial remnants of the embryonic hindgut. The embryo possesses a
rue tail during early human development which is maximal at the
 mm stage (35 days gestational age). It is hypothesized that rem-
ants of the tailgut that fail to regress may  lead to the subsequent
ormation of tailgut cysts.4,5 Female to male ratio is 3:1. The ages
anged from 4 days to 73 years with an average age at 35 years.
atients may  present with low back pain or rectal pain, pain dur-
ng defecation, rectal fullness, painless rectal bleeding, change in
aliber of stool, urinary frequency, etc. In asymptomatic patients
ost lesions are detected incidentally. Almost all are palpable on
ectal examination as extrinsic, contained ﬂuctuant masses.3,4 The
iagnosis is often delayed due to the unfamiliarity with this entity
nd because the symptoms associated with it mimic  other more
ommonly occurring pathologies at this site.6Plain ﬁlms, colonoscopy, barium enema, transrectal ultrasound,
T imaging may  be useful. MRI  has become the modality of choice.
R imaging typically demonstrates a retrorectal lesion with low
ignal intensity on T1-weighted images and high signal intensity on T1W1, round to oval lesion posterior to sacrum and coccyx.
T2-weighted images although it may  vary according to the content.
Malignancy is suspected if there is focal irregular wall thickening
and intermediate signal intensity before contrast on both T1 and T2
weighted images with enhancement after contrast.5,7 Preoperative
biopsy is indicated if there is a suspicion of malignancy and avoided
if benign or cystic (Figs. 1–4).
Complete surgical excision is recommended to avoid recur-
rence, alleviate symptoms, prevent infection and potential local
dissemination of malignant cells. Different surgical approaches
are there like posterior approach, abdominal approach, or a com-
bination of two. Posterior approach is recommended for small
benign lesions below level of S3. If the superior border can be
palpated on digital rectal examination then posterior approach
is taken. Every attempt should be made to preserve the sacral
nerve roots but if it is necessary to resect them then unilateral
preservation of S2–4 should maintain normal bladder and bowel
function.8 Cysts that have their lowest extent above the level of
the S4 vertebrae should be approached transabdominally.9 Recent
case reports have demonstrated laparoscopic excision of these
lesions to be safe and effective approach. Tailgut cysts greater
than 4–5 cm are best approached through a combined or abdomi-
nosacral approach. This is also true for lesions that extend above
and below the level of the S3. There is no standard recommen-
dation for the follow-up of the tailgut cysts. It should be clinical
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Fig. 2. MRI  lumbo-sacral spine showed well deﬁned round to oval lesion, brightly hypertense on T2W1.
Fig. 3. Cyst wall partially lined with cuboidal epithelium.
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nd case speciﬁc. If in doubt cross-sectional imaging should be
one.
. Conclusion
The aim of presenting this case is its rarity. Complete surgical
xcision is the treatment of choice for tailgut cyst as this provides
 deﬁnite diagnosis and prevents possible complications such as
nfection, ﬁstula formation and malignant degeneration. Preoper-
tive imaging with MRI  is essential to plan the most appropriate
urgical approach.
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